Although certain advances have been made in the treatment of oesophageal atresia, there are still many problems we have to deal with. However many mistakes we learn to avoid, the possibility of complications, which may endanger a successful outcome, is still present. Gertz and Winkel Smith (1958) have already pointed out that the airing of problems is of great importance and it therefore seems justified to give a short review of the complications encountered in our patients.
It is only in the last three years that we have used the transpleural approach. In suturing we followed first the technique of Haight and Towsley (1943) , Gross (1953) , Swenson (1947) July, 1958. tion tissue, and in some cases by an epithelial layer of tissue as well. In all cases except one the tracheal-fistula had opened up. In this one case kinking of the oesophagus and fistula into the surrounding tissue had occurred (Fig. 2) . Four months later this area was resected and anastomosis was performed. The latter treatment was difficult because of severe stricture.
In the recent literature mistakes and complications are often mentioned, for example by Humphreys, Hogg and Ferrer (1956) , Shaw, Paulson and Siebel (1955) and particularly by Gertz and Winkel Smith (1958) . Because complications in cases of anastomosis are the most interesting and also from the practical point of view the most important ones, I will only discuss our 64 anastomosed cases (Fig. 3) . Out of 29 deaths 13 died of respiratory complications, 10 of suture insufficiency and recurrent fistula, and six died of other causes. This summary can only give a limited picture, because it is very rare to find that one factor alone leads to complications or death. Table 2 shows how far, for instance, the birthweight was of importance. Some of the cases died because of our lack of experience in the early years. More recently the mortality rate shows an improvement (Table 3) .
The most important factors in causing death are respiratory tract complications. Quite often, on admission, atelectasis is found which can be improved or cleared up by intensive treatment. Post-operatively very often there is a large amount of secretion which leads to atelectasis and pneumonia if it is not aspirated. So it was in the majority of the 13 cases. This secretion starts on the second post-operative day and ends usually on the fourth day. Some children did not need any four times in the last two years. In three cases it was necessary shortly after the operation because of severe difficulty in breathing and deep cyanosis. In spite of the stridor and cyanosis that two children showed even before operation it is presumed that endotracheal intubation caused some swelling of the mucous membranes. In one child there was so much secretion that as late as on the eleventh postoperative day a tracheotomy had to be done. All four children withstood the procedure well and we think that they were saved by it. On three occasions we had considerable difficulty in removing the tracheotomy tube. We finally succeeded after contrast medium into the retropleural space on the eighth day. There was spontaneous healing. Our first case, who is 7 years old now, had a wide suture breakdown with leakage of food into the mediastinum and then a recurrent fistula. This fistula closed up spontaneously during the next few months. Now there is still a small diverticuJum in this area and the oesophagus is narrowed in one place. But the boy has no difficulty in eating and is normally developed (Fig. 4) Among our cases we found a large number of cardiovascular defects, but in most of these cases no anastomosis could be performed. Among the 29 deaths six died of other complications (Table 4) . One child died six weeks and another one 10 weeks after operation; in both cases the anastomosis had entirely healed. In the next case we diagnosed a concomitant duodenal atresia too late; here also the anastomosis was nearly healed. I just want to mention that in another child with duodenal atresia we found an extensive rupture of the stomach. In the third case a peritonitis following colostomy led to death. The last two children died of uraemia because of bilateral atresia of the ureter. Here death can only be attributed to this concomitant malformation. Three weeks after operation another child suffered from severe diarrhoea due to a necrotizing ileitis. The child's condition deteriorated rapidly, but it finally withstood the resection of the gangrenous bowel loop.
The causes of death of the four children without tracheo-oesophageal fistula are shown in Table 5 .
We saw severe stenosis in two cases. These children had to stay in hospital for months and had to have intensive dilatation therapy with bougies. A certain number of deaths due to inanition, cerebral bleeding, concomitant malformation and late diagnosis are inevitable and will always remain.
